NAME: 



DOB: 



Address: SSN: AGE: 

Home Telephone: j Work Telephone: Mobile#: ; 

Occupation: ■ Are you a diabetic? , if so, for how long? ^_ Insulin Dependent: 

Have you been diagnosed with diabetic neuropathy? When? 

Do you have any knows allergies (drug)? Yes / "No. If yes, please list all known allergies & nature of reaction: _ 



FAMILY MP: 

ADDRESS: 

Phone #: Fax #: 

CHIEF COMPLAINT: What are you here to see the doctor for? 



Place a "P" for pain and an "N" for numbness on the drawingsof the feet AND other partsof the_body. 




TIMING OF PAIN/ ALLEVIATING AND AGGRAVATING FACTORS 

What kinds of things make your pain feel better? 

What kinds of things make your pain feel worse? 

DURATION OF FAIN 



How long have you had the pain problem you are currently experiencing (in months and years)? _ 

What caused your current pain to start? 

How often do you have your pain? 

a. Constantly (80-100% of time) c. Intermittently (25-8 1 % of time) 

b. Nearly constant (50-80% of time) d. Occasionally (less than 25% of time 

PAST TREATMENT 



\ 



Past Treatment i 


Did it give you relief? For how long? 


When and why did you discontinue? 

































Do you or have you ever-smoked cigarettes, cigars or pipes? Yes / No. If Yes, how long? 

If yes, how many packs per day? Age you started: if you have quit smoking, when was it? Month 

Do you consume alcohol? Yes / No. Number of drinks per day, week, or month: 

Have you ever undergone treatment for drug or alcohol addiction? Yes No 



Year 



Scarlet Fever 
Measles 

German Measles 

Rheumatic Fever 

Mumps 

Chicken Pox 

Malaria 

Tuberculosis 

Gum or Tooth Problems 

Sinusitis 

Eye Trouble 

Ear, Nose, Throat 

Head Injury 

Hay Fever/Allergies 

Asthma 

Shortness of Breath 
Chest Pain/Pressure 
Chronic Cough 
Rapid Heart Beat or 

Palpitations 
Diabetes 



Yes 


No 


High Blood Pressure 


Yes 


No 


Skin Disorders 


Yes 


No 


Yes 


No 


Heart Murmur 


Yes 


No 


Tumor, Cancer, Cysts 


Yes 




Yes 


No 


Dizziness/Fainting 


Yes 


No 


Venereal Diseases 


Yes 


Nn 


Yes 


No 


Weakness/Paralysis 


Yes 


No 


HIV 

111 « 


i es 


1NQ 


Yes 


No 


Insomnia 


Yes 


No 


rruuicrus wiiii unnauon 


tes 


[NO 


Yes 


No 


Frequent Anxiety or 


Yes 


No 




I C5 


iNO 


Yes 


No 


Depression 


Yes 


No 


FEMALES ONLY 






Yes 


No 


Recurrent Headaches 


Yes 


No 


Nn Of Prf^pnanri***: 




Mrv 


Yes 


No 


Recurrent Colds 


Yes 


No 




I cS 


(NO 


Yes 


No 


Gallbladder Disease 


Yes 


No 


Severe Cramps 
Excessive flow 


Yes 


No 


Yes 


No 


Bloody Stools 


Yes 


No 


Yes- 


No 


Yes 


No 


Recurrent Diarrhea 


Yes 


No 


IMMUNIZATIONS 






Yes 


No 


Jaundice/Hepatitis 


Yes 


No 


MMR-Measles/Mumps 


Yes 


No 


Yes 


No 


-Stomach Problems/Ulcers 


Yes 


No 


Polio 


Yes 


No 


Yes 


No 


Recent Weight Gain/ 






DPT 


Yes 


No 


Yes 


No 


.Weight Loss 


Yes 


No 


Tetanus 


Yes 


No 


Yes 


No 


Joint Disease . 


Yes 


No ' 


Flu Shot 


Yes 


No 


Yes 


No 


Back Problems 


Yes 


No 


Pneumovax 


Yes 


No 


Yes 


No 


, Sciatica 


Yes 


No 


Mammogram 


Yes 


No 


Neck Pain 


Yes 


No 


Flexible Signoidoscopy 






Yes 


No 


Other: ' 






Or Procto Exam 


Yes 


NcT 



List Hospitalizations & Surgery Dates: 



FAMILY MEDICAL HISTORY: 
Father: 



Alive? 



State of Health 



Deceased? Age at Death' 

Mother: 



Cause of Death: 



Alive? 



State of Health 



Deceased? Age at Death Cause of Death: 

Grandparents Age Sex lilness, Congenital Abnormalities or Cause of Death 



MEDICATIONS: Please list any medications, dosage, how many times per day and for how long: 

Medication ' I Dosage I How often 1 When did you start [ Comments 



Piease circle YES or NO to the following questions. This will aid us in completing your medical history. 

1. Do you have weakness in your in your legs or feet? □ Yes □ No - Details 

Do you suffer from numbness in your legs or feet? o Yes □ No - Details 

Do you have weakness in your in your arms or hands? □ Yes o No - Details 

Do you suffer from burning in your legs or feet? □ Yes □ No - Details 

Do your legs or feet ever fall asleep? □ Yes □ No - Details 

Do you have back pain? □ Yes o No - How often 

Do ever have headaches? a Yes □ No - How often 



2. 
3. 
4. 
5. 

6. 

7. 

8. 

9. 



Do you frequently trip or catch your toe when walking? □ Yes □ No - Details 
Have you ever been diagnosed with Arthritis? 

10. Do you ever suffer from dizziness? 

11. Do you difficulty maintaining your balance? 

12. Do your knees crack, pop, or give you pain? 

ACTIVITY 


Circle the number that best describes how neuropathy has interfered with your: 
a. Walking ability: 



□ Yes □ No - Details , 

□ Yes □ No - Details 
a Yes o No - Details 

□ Yes □ No - Details 



Does not Interfere 1 2 

b. Sitting: 

Does not Interfere I \ 

c. Standing: 
Does not Interfere I 

d. Normal Daily Activities: 
Does, not Interfere I 2 3 

e. Mood: 

Does not Interfere I 2 3 



3 4 5 6 7 8 9 



3 4 5 6 7 8 9 



3 4 5 6 7 8 9 



4 5 6 7'89 



4 5 6 7 8 9 



f. Normal Work (includes both work outside the home and housework): 
Does not Interfere I 2 3 4 5 6 7 8 9 

g. Sleep: 

Does not Interfere \ 2 3' 456789 

h. Family Relationship; 
Does not Interfere 1 2 

i. Relationship with your spouse/partner: 
Does not Interfere 1 2 3 4 5 6 
j. Social activities with other people: 
Does not Interfere 12 3 4 5 
k. Enjoyment of life: 
Does not Interfere 1 2 3 4 5 



3 4 5 6 7 8 9 



8 9 



6 7 8 9 



6 7 8 9 



10 Completely Interferes 

10 Completely Interferes 

10 Completely Interferes 

10 Completely Interferes 

10 Completely Interferes 
id housework): 
10 Completely Interferes 

10 Completely Interferes 
10 Completely Interferes 
10 Completely Interferes 
1 0 Completely Interferes 
10 Completely Interferes 



Patient Signature 



Date 



DO YOU HAVE A PACEMAKER 

□ YES 

□ NO 



Print name Signature 



•f* % v H* ^ ^ *^ *fc ^ office USe OTll^y 



□ Do not give tens unit until we speak with Dr. 



□ Ok to give tens unit 



CONSENT TO CARE 



A patient coming to the doctor gives him/ her permission and authority to care for them in accordance with appropriate 
test, diagnosis, and analysis. The clinical procedures performed are usually beneficial and seldom cause any problem In 
rare cases underlying physical defects, deformities or pathologies, may render the patient susceptible for injury The 
doctor, of course, will not provide specific healthcare, if he/ she is aware that such care may be con Vindicated It is the 
responsibility of the patient to make it known or to learn through health care procedures from whatever he/ she is sufferinq 
rrom: latent pathological defects, illnesses, or deformities, which would otherwise not come to the attention of the 
physician. 

I agree to settle any claim or dispute I may have against or with any of these persons or entities, whether related to the 
prescribed care or otherwise, will be resolved by binding arbitration under the current malpractice terms which can be 
obtained by written request. 

I have read and understand the foregoing. 



Patient's Signature 



Date 



X-ray Questionnaire: For women only 

Our consultation and examination may indicate that x-rays are necessary to accurately 
diagnose and analyze your condition. Should x-rays be necessary we would like to 
confirm that you are not pregnant at this time. 



Name: 



□ There is a possibility that I a may be pregnant at this time. 

□ Yes, I am definitely pregnant 

□ No, I am definitely not pregnant at this time 

□ I request that x-ray films not be taken because: 



Date of last menstrua! period: 



Patient's Signature 



Date 



PATIENT ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 



Patient Name: DOB : 



I acknowledge that I have reviewed the Notice of Privacy Practices of Inlet Physical Medicine, LLC. 
(Please initial one of the following options and sign below.) 

I wish to receive a paper copy of Privacy Notice. 

I wish to receive an electronic copy of Privacy Notice. 



My email address is: ^ 



I do not request a copy of the Privacy Notice at this time. I acknowledge that I can 

request a copy at any time and the Privacy Notice is posted in the office. 

Please initial below: 

I acknowledge that it is the policy of Inlet Physical Medicine, LLC to leave reminder 

messages on my answering machine or with another person in my home. I may make a request of an 
alternative means of communication (within reason) in writing. 

I acknowledge that if I should have a problem or question in regard to my ri ghts, 1 may 

speak with the P-r4*ae£^||^ about my concerns. 



Signature of Patient/Guardian Date 



Witness (Office Staff) 



Date 



PATIENT ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 



Patient Name: DOB: 



I acknowledge that I have reviewed the Notice of Privacy Practices of Inlet Physical Medicine, LLC. 
(Please initial one of the following options and sign below.) 

I wish to receive a paper copy of Privacy Notice. 

I wish to receive an electronic copy of Privacy Notice. 

My email address is: _@ 

I do not request a copy of the Privacy Notice at this time. I acknowledge that I can 

request a copy at any time and the Privacy Notice is posted in the office. 

Please initial below: 

1 acknowledge that it is the policy of Inlet Physical Medicine, LLC to leave reminder 

messages on my answering machine or with another person in my home. I may make a request of an 
alternative means of communication (within reason) in writing. 

I acknowledge that if I should have a problem or question in regard to my rights, I may 

speak with the Privacy Officer, Renee Michael, about my concerns. 



Signature of Patient/Guardian Date 



Witness (Office Staff) 



Date 



Inlet Physical Medicine 



804 B Inlet Sq. Drive 
Murrelis Inlet SC 29576 



843-652-5678 



Wellness Program 

Individual Consent, Release, Waiver of Liability and Indemnity Agreement 



1 understand and agree that the exercise opportunities offered through the facility of Inlet Physical 
Medicine, LLC (hereafter I. P.M.) allows a person to engage in various exercises and/or physical 
activities potentially beneficial to one's health and well being. 

However, I recognize and understand that there are inherent risks of various physical and mental 
conditions, illness, and/or injuries associated with: (a) engaging in any exercise or physical activity, (b) 
the use of equipment at I.RM. And/or (c) the use of any and all I.P.M. facilities. I recognize and 
understand such risks include any and ail types of physical and/or mental injuries. 

I further recognize and understand that any and all such risks are compounded, in that the exercise 
and/or physical activity opportunities of I.RM. are unsupervised including, but not limited to, the use 
of all types of exercise equipment. 

I hereby agree and consent to voluntarily engage in any and all exercise and physical activity 
opportunities, supervised or unsupervised, at I.P.M. I also agree and consent to voluntarily use the 
I.P.M. exercise equipment and to voluntarily use the I.P.M. facilities at my own risk and with full 
knowledge and appreciation of any and all dangers and risks inherent therein. 

I hereby assume full responsibility for any and all risks of any and all bodily injury, illness, and/or 
property damage or loss suffered by me. 

I hereby release, waive, and forever discharge and/or covenant not to sue I.P.M., I.P.M.'s owner, 
director, officer, agents, servants, and/or it's employees for any and all loss, liability, damage or cost of 
any type which I may incur as a result of or related to any injury, illness, condition, and/or Injury to my 
person or property as a result of engaging in any exercise and activity opportunities at I.P.M. and any 
use of I.P.M. equipment and/or the use of any of the I.P.M. facilities. 

I hereby acknowledge that 1 have read the preceding prior to agreeing, and understand that I am 
executing a consent, release, waiver of liability, and indemnity agreement document. 



Print Name/S i gnature D ate 



Witness Signature D ate 



P. 00 1/002 



^SENTDISCLOSURE AND CONgghrr 

Neurophysiological Testing 

f : et y OU may make an ml^^^^L^ to b ° «> 
tes mg arier knowing the minimal r £, sndL 7 her0rnoi to ^ergo the 
not meant to alarm you; it SS^l f lnvolved - This disclosure is 
order to decide whether tfg^o/Zhol Jr^ morS ^^geakle i, 
prooedures(s). d withhold your consent to the recommended 



U Electromyography (EMG) 

a pmctffiKE? ^ " - 9^ has been made to me as 



.04 .'23/ 20 12 17:09 



P . 002/002 



j 

involved 



CI S- It P P d ' a9n ° S,S a " d tre3tment ' there are 3,30 risks and 
nazaraa related to tne performance of any medical procedures) or tests darned 

tor me (we) also realize that the following risks and hazards may o4ur in 

•to nXe *? ° PP t 0rtUnity to ssk questions about my condition, ~ 

alternative forms of treatment, risks of not testing, the risks and hazards inv 
the event or testing, and I (we) believe that I (we) believe that Uwe X 
sumciem information to give this informed consent 1 ' 

! (we) certify this form has been fully explained to me (us) thai I fwa) have 

Z'tluTs ^ ' A rSSd t0 mS (US) ' th3t ths ^ iank ^ have been E S 

, ' a 'j We > understand it's contents. By signing this' document, I am 
acknowledging my choice to receive treatment from _™ , MD 



PATIENT/OTHER LEGALLY RESPONSIBLE PERSON ) 

(signature required) ' " — " • 

Bate: / / Xhne A.M./P.M. 



OFFICE WITNESS: 



Nanje (Print) " " ; — 

Patent Disclosure and Confidentiality p a * e 2 



